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articles on these subjects which will be of use and interest to their
readers. These journals are not to debate politics, religions or other
non-medical or scientiﬁc papers best left to the newspapers, radio
and TV. I am pleased that our Journal, the INTERNATIONAL Journal
of Surgery has always abided by these ethics. I wrote International
in capitals as we are truly an International journal and it would be
very easy to slip into political discussion. We could debatewho is to
blame for the ebola crisis in West Africa but we will not. Our job is
to publish articles on the disease, how to contain it, how to treat it
and how to stop its spread. Our purpose is to publish honest, orig-
inal and informative surgical articles of beneﬁt to surgeons and sur-
geons in training. It is not always easy to maintain our very high
standards, especially when it comes to honesty.
Ivan Oransky recently presented at the Surgical Journals Editors
Group meeting at the American College of Surgeons a lecture on
“The Good, the Bad and the Ugly; what retractions tell us about sci-
entiﬁc transparency”. He gave many examples such as the Korean
researcher who faked his email addresses so he could review his
own articles. He cited and detailed a review by Fang, Steen and
Casadevali of all 2047 biochemical and life-science research articles
indexed by PubMed as retracted by May 2012 that revealed that
only 21.3% of retractions were attributable to error. In contrast
67.4% of retractions were attributable to misconduct, including
fraud or suspected fraud (43.4%), duplicate publication (14.2%)
and plagiarism (9.8%). Sadly retracted articles received more than
2000 post publication citations and less than 8% of these acknowl-
edged the retraction. This continues and of 391 citations analyzed
recently, only 6% acknowledged the retraction. He listed the euphe-
mistic reasons for retraction-unattributed overlap, approach, dupli-
cation of a paper that has already been published by other authors
and signiﬁcant plagiarism. Oransky ended his lecture with a slide
titled “Retraction Watch”; perhaps we should institute post publi-
cation peer reviews.
This issue, the last for the year, is a real bumper issue with no
less than 47 articles. I have chosen a few upon which I will
comment but having read all the papers there is not one I would
not recommend and we deﬁnitely have covered the generality of
surgery.
There are twomust-read articles on Strengthening the reporting
of observational studies in epidemiology (STROBE). The ﬁrst on
explanation and elaboration. The second on the guidelines. Whilst
on reporting I commend the paper on the reporting quality of sys-
tematic reviews and meta-analyses in vascular surgery needs
improvement. The authors from the UK reviewed these in the top
ﬁve general surgical and top ﬁve vascular surgical journals inhttp://dx.doi.org/10.1016/j.ijsu.2014.12.001
1743-9191/© 2014 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved2008 (pre-PRISMA) and 2012 (post-PRISMA). Therewas only a mar-
ginal improvement with PRISMA which needs to be addressed.
We include a number of minimal access articles two from endo-
crine units. From Germany there is a paper on Minimal Access
Video Assisted Thyroidectomy for benign disease; a retrospective
analysis of risk factors for post-operative complications.189 pa-
tients were studied with a complication rate of 14.8%. The indepen-
dent risk factors were hyperthyroidism and thyroiditis. Age, sex and
volume (<45 mls.)were not risk factors. Whilst on the head and
neck, I have always been an advocate of re-implanting part of a
parathyroid when operating for secondary hyperparathyroidism
so was pleased to read the article from China on Auto-
transplantation of the inferior parathyroid glands during central
neck dissection for papillary thyroid carcinoma. The authors retro-
spectively studied 477 patients who underwent total thyroidec-
tomy with bilateral central neck dissection ± lateral neck
dissection. In 156 patients the inferior glands were left in situ
with an incidence of hypoparathyroidism of 3.8% compared to
0.9% when the glands were auto-transplanted.
Laparoscopic gastrectomy for carcinoma was ﬁrst described as a
laparoscopic assisted procedure by Kitonici in 1991. The paper from
Greece reviews the outcomes and it was found that it is a safe and
oncologically sound approach causing less pain, better cosmesis
and decreased length of stay in hospital. Whilst discussing upper
GI cancers, I was taught by the great Professor G B Ong when I
worked with him at Queen Mary's Hospital in Hong Kong, to
remove the gall bladder when performing an oesophagectomy as
he said mobilizing the duodenum and tubing the stomach to bring
it into the posterior mediastinum caused the CBD to lie more hori-
zontally and therefore not drain sowell. I was delighted to read that
a retrospective analysis and critical review of the medical literature
showed that simultaneous cholecystectomy during gastrectomy
and oesophagectomy can be safely performed. The Danish contrib-
utors reviewed 206 patients retrospectively. 29 out of 93 under-
went cholecystectomy at oesophagectomy and 31 out of 111
patients underwent it with gastrectomy. In those in whom chole-
cystectomy was not performed 11 patients had to undergo gall
bladder removal later. There were increased complications when
cholecystectomy was delayed.
Diagnostic laparoscopy, in my opinion, is underutilized. There is
a paper from the UKon a population level analysis of diagnostic lap-
aroscopy versus normal laparoscopic appendicectomy for acute
lower abdominal pain. The authors performed a retrospective anal-
ysis over 12 years of patients admitted with lower abdominal pain
who underwent only laparoscopy (10,072) compared to laparo-
scopic appendicectomy (9665). In the diagnostic group 32.9%
were readmitted and 2.1% required subsequent appendicectomy;.
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conclude that the removal of a normal appendix, when no other pa-
thology is found, may reduce readmissions in the ﬁrst year.
A paper entitled “The real world application of Single Incision
Laparoscopic Cholecystectomy” from S. Korea looked at 500
consecutive cases performed by a single surgeon. An additional
port was used in 55 cases and there was one conversion to open
operation. However, it was not used for acute cholecystitis. The au-
thors state it is a safe and feasible operation; there was no mention
of late umbilical herniation. From Italy there is a paper on totally
hand sewn anastomoses using a barbed suture device during lapa-
roscopic gastric bypass surgery. 96 anastomoses were performed
with two leaks both at the jejuno-jejunal anastomoses, and there
were two stenoses of the gastro-jejunal anastomoses that required
dilatation. The last laparoscopic article that I will draw your atten-
tion to is also from Italy and addresses the use of the robot for rectal
cancer resection. This was a prospective cohort study to analyze
surgical, clinical and oncological outcomes.40 patients were
included with a mean operation time of 340 min-nearly 6 h. The
median hospital stay was 5 days and the median number of har-
vested lymph nodes was 19. The mean distal resection margin
was 4 cms, which means there were unlikely to be any ultra-low
anastomoses. Their conclusions were it is safe and feasible and
makes for an easier dissection during the delicate parts of the pro-
cedure. No mention is made of the clearer anatomy. The ﬁrst time I
witnessed a low anterior resection performed with the Da Vinci
robot I was amazed to be shown the anterior and posterior layers
of Denonvillier's fascia. I had always thought it was a single fascia.
Turning to a couple of open procedures, the randomized
controlled trial from Georgia between the use of standard polypro-
pylene mesh and a light weight one during a Lichtenstein repair of
primary inguinal hernias is interesting from a negative point of
view in that therewas no difference inwound complications, recur-
rence or chronic pain. From China we publish another randomized
controlled trial on combining interscalene brachial plexus block
with i/v-inhalation anaesthesia against no block. 100 elderly pa-
tients were randomly assigned to either i/v-inhalation anaesthesia
or the same þ an interscalene brachial plexus block. There was a
reduced consumption of anaesthetic when combined with the
block but otherwise was comparable.
There are a number of esoteric papers such as the one from Scot-
land on the exploration of the use of social media by Surgical Col-
leges. The use of Twitter by ﬁve organizations in surgery was
looked at, analyzing 7712 messages over a four year period. The
Royal College of Surgeons of England with 11,600 had the greatest
number with the American College of Surgeons in second place
with 7320. The latter, however, tweeted the most and had the
greatest number of messages per day at 3.3. Only one organization
was found to have an explicit social media policy, which would be
considered best practice and can focus oneline activity. In an earlier
issue we published a paper of the use of Google glasses in a paedi-
atric surgical unit. In this issue there is another paper on Google
glasses stating they may improve the efﬁciency and effectiveness
of clinical care by giving clinicians information continuously within
their ﬁeld of vision during various procedures. The Austrian andAmerican authors describe their use in a radiological intervention
in 3 patients. They also believe these near eye display units will
have a place in telementoring and supervision of trainees. Apps
developed to facilitate the use of these glasses so that vital signs
could be projected on a near eye display via an intranet seems quite
possible.
Poor teamwork and non-technical skill performance are increas-
ingly recognized as important contributing factors to errors and
adverse events in the operating room. There are no tools to test
these skills available in Latin America. Therefore the authors from
Columbia together with help from an institution in the UK have
adapted OTAS for use in Spanish speaking countries. This has
proved to decrease team related errors and improve safety in
Columbia. On a similar theme we include a paper titled “An over-
view of the use of the implementation of check lists in Surgical Spe-
cialties; a systematic review”. The UK authors selected 16 studies
out of 916 studies reviewed to see if the WHO 19 item check list
were adopted. Taking all specialties there were 10; and 2 in each
of the following specialties-orthopaedic surgery, paediatric surgery
and ENT surgery. These all showed signiﬁcant improvement in pa-
tients outcomes following surgery and therefore encourage
everyone to use and accept them.
The last paper I want tomention is from the USA on the shortage
of donor organs. Since 1954 transplantation has become a curative
life-saving treatment for people with end stage organ failure. How-
ever, there is a critical organ shortage. Therefore a number of legis-
lative changes have beenmade to help increase donation. These are
presumed organ donation, incentivized organ donation, commer-
cial organ transplantation and mandated choice models. This is a
world-wide problem and other countries must work to make organ
donation easier.
Surgical historians might like to read about Professor Zoﬁa
Umiastowska-Sawicka a Polish paediatric surgeon who trained in
Vilnius and qualiﬁed in Lublin in 1947.
Another year is drawing to a close. The years do pass quicker
with age for some reason. Let us hope 2015 is a more peaceful
and settled year. I wish to take this opportunity of thanking
everyone, especially Rachel Skinner, at Elsevier, our publishers,
for all their hard work during the last year. They are great people
with whom to work and the success of our Journal reﬂects their
expertise and commitment. The one person I will mention by
name is our Managing Editor, Riaz Agha, who is our leading light
and works tirelessly to ensure the IJS is such an excellent Surgical
Journal. My thanks also to my Sub-Editors, all of who give up so
much time, our reviewers, without who we would not be able to
ensure the quality of our Journal, our contributors and to you our
readers. Wishing you all a Very Happy New Year.R. David Rosin
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